I n 2006, about 18.3% of all Canadian families were loneparent households. 1 This fi gure is nearly double the 1971 level of 9.4 %. 2 This increase parallels a similar trend in the United States, where the proportion of single-parent families rose from 12% in 1970 to 27% in 1998. 3 While about 80% of lone-parent households in Canada are headed by single mothers, 4 father-headed, lone-parent households have become more common. 1 Much has been published showing higher rates of psychiatric disorder, particularly depression, among lone mothers, compared with married mothers. [5] [6] [7] [8] [9] [10] [11] [12] However, very little is known about the prevalence of psychiatric disorder among lone fathers as most research compared single and married mothers. By focusing on femaleparent households, previous research has not addressed the potential effect of gender on the association between family structure and disorder. For example, it is not known if lone fathers also have rates of psychiatric disorder similar to single mothers. Or, if single mothers are at greater risk than single fathers for psychiatric disorder, owing to gendered differences in social disadvantage, stress exposure, or level of personal resources for coping. For example, men generally have higher salaries than women, which may account for potential differences in disorder between the groups. With 2 exceptions, 13, 14 research on lone fathers is limited to small, nonrepresentative convenience samples, and focuses primarily on the children. 15 A principal reason for this lack of population-based research on this population is the small proportion of lone fathers in most surveys. The study by Cooper et al 13 is illustrative of this, as only 73 lone fathers were available in their population-based survey, preventing detailed analysis of individual diagnoses. They found that 33.6% of lone fathers had one or more disorders of depression, panic disorder, specifi c phobia, obsessivecompulsive disorder, and generalized anxiety disorder, compared with 13.3% of partnered fathers, 28.4% of lone mothers, and 16.0% of partnered mothers. Moreover, after adjusting for income, debt, and social support, the differences between lone and partnered fathers remained unchanged, while differences across mothers disappeared. Interestingly, however, they did not compare differences across gender by family form.
The second study, by Meadows, 14 examined self-rated and mental health or substance-related problems of fathers transitioning into or out of lone-father status. A measure combining heavy episodic drinking, illicit drug use, and depression (as measured by the CIDI Short Form) was found to be elevated among stable single fathers and lowest among stably married fathers. 14 However, this study did not look at lone mothers to assess the relative contribution of gender.
Recognizing the importance of this growing family form, our study examines the prevalence of specifi c DSM-IV disorders, and comorbidity, among single-and 2-parent household fathers and mothers, using a large, nationally representative population sample of Canadians. Comparing lone fathers with lone mothers, as well as with married fathers and mothers, permits a more detailed examination of the association between lone-parent status and mental disorder, while also taking into account differences in prevalence resulting from gender. Further, we examine factors that may be associated with differences across groups.
Methods

Sample
The CCHS 1.2 16 is a nationally representative community mental health survey conducted by Statistics Canada (the national statistical agency) between May and December 2002. The target population included people aged 15 years or older, living in private dwellings (98% of the population). People living in health care institutions, on First Nation Reserves, on government-owned land, in 1 of the 3 northern territories, or in remote regions were excluded. Full-time members of the Armed Forces were sampled separately, and are not included in these analyses. One person aged 15 years or older was randomly selected from eligible households. A signifi cant effort was made to interview respondents in person at their place of residence (86% of respondents). Interviews could be conducted in English, French, Chinese, or Punjabi (as required or requested by the interviewee). From the initially selected 48 047 households, there was an 86.5% household-level response rate, and among responding households there was an 89.0% person-level response rate. The overall response rate was thus 77.0%, resulting in a total sample size of 36 984 respondents. In this study, we select all single, noncohabitating, and married (or common-law) parents. Single parenthood was defi ned, using Statistics Canada measures of household type and living arrangement, as a single adult living in a household with no other adults and 1 or more biological or adopted children aged 25 years and younger ( Table 1) .
Measures
Five DSM-IV disorders (12-month depression, mania, social phobia, panic disorder, and agoraphobia) were assessed in the survey. The WMH-CIDI 17 was chosen specifi cally because it is the instrument used in the WMH 2000 Initiative, an effort by the World Health Organization to assess the prevalence and burden of mental illness internationally. [17] [18] [19] Each disorder was examined separately and also combined to create broader categories of mood disorders and anxiety disorders. Drug and alcohol dependence was assessed using a Statistics Canada modifi ed version of the WMH 2000 interview modules.
While quite close in content, these modifi cations have not been systematically evaluated in terms of their validity and reliability. A detailed description of the measure and the procedures is provided by Gravel and Beland. 16 Social support was assessed using the MOS-SS. 20 This instrument is composed of 4 subscales, measuring tangible support, affection, positive social interaction, and emotional-informational support. In this analysis, we used the full scale, calculated as the sum of the 4 subscales, to provide a global measure of social support. Income adequacy, a 5-category measure of household income that accounts for the number of people living in the home at the time of the survey, defi ned using the low-income cutoff criteria determined by Statistics Canada, 21 was coded to compare people in the lowest category with others. Age was recoded as a continuous variable by centring all respondents to the midpoint of their age category. Education was coded as 4 categories to compare less than a completed secondary diploma, secondary diploma, some post-secondary, and completed post-secondary education.
Analysis
Prevalence estimates (with 95% confi dence intervals) were calculated across parental status and gender (single and married mothers and fathers) for each disorder and group of disorders. Next, a staged logistic regression analysis was used to examine the association between family structure, gender, and their interaction on any disorder (any one of mood, anxiety, or SUD 
Results
Across the individual disorders, lone mothers, compared with married or cohabitating mothers, had higher rates of disorder for major depression, mania, panic, and SUD ( Table 2 ). They also had higher rates of overall mood, anxiety, and the presence of any disorder. Comparing lone fathers to married or cohabitating fathers, lone fathers had higher rates of major depression, SUD, overall mood disorders, and presence of any mood, anxiety, or SUD.
Among lone parents, mothers, compared with fathers, had higher rates of any anxiety disorder and any mood or anxiety disorder. But once SUD was included, lone mothers and fathers had rates that were not signifi cantly different. Among married or cohabitating parents, married mothers had higher rates of major depression, agoraphobia, and any mood or anxiety disorders, while married fathers had higher rates of SUD. When compared across any mood, anxiety, or SUD, there was no difference in rates among married mothers and fathers.
The next stage of the analysis used logistic regression to examine the independent associations among disorder, gender, and family status (Table 3) . Overall, female gender and single parenthood were associated with a greater likelihood of any disorder (Model 1). The inclusion of the interaction between gender and family structure (Model 2) was nonsignifi cant. In Model 3, the inclusion of age, education, and income adequacy attenuated the effects of family structure on likelihood of disorder but had no appreciable effect on gender. Consistent with previous work, being younger increased the likelihood of disorder, 23, 24 as did having less than a secondary school diploma. Income adequacy was not signifi cant. Finally, with the inclusion of social support (Model 4), family structure was no longer signifi cant but the interaction between gender and family structure was, indicating that social support differentially buffers the adverse combined effect of single-parent status and gender benefi ting lone fathers more than lone mothers (Figure 1 ). Social support itself was signifi cant and is independent of age and education.
Discussion
Work examining the effect of lone-parent status on fathers has generally been absent in the literature, making it diffi cult to compare these fi ndings with previous work. Consistent with previous work on lone mothers, however, our fi ndings indicate higher rates of disorder of single mothers, compared with married mothers. [5] [6] [7] [8] [9] [10] [11] Comparing our fi ndings to previous studies examining lone fathers using a population-level analysis is another matter. The only published work examining psychiatric disorder among single fathers, by Cooper et al, 13 found that lone fathers, compared with married fathers, had elevated rates of common mental disorders. They found that the infl uence of social support and fi nancial strain did not account for these differences but did account for differences among lone mothers and married mothers. Our results on income adequacy, though not a direct measure of fi nancial strain, had no appreciable effect on family structure or gender on disorder, supporting the fi ndings by Cooper et al. 13 However, our fi ndings on social support differed, appearing to be a protective factor for lone fathers, compared with lone mothers
There are 3 possible reasons for the differences in our fi ndings. First, with over 700 lone fathers for analysis, we had much greater statistical power. Second, we included SUD in addition to the mood and anxiety-type disorders included by Cooper et al. 13 Because SUDs are more common among men, the exclusion of these disorders may have masked the association between social support and disorder in men in the United Kingdom study. Finally, the previous study used a global measure of perceived social support, whereas our study used the MOS-SS, a composite measure of support including positive social interaction and tangible, affective, and emotional-informational support.
a Two-tailed for a test of the Gender × Family structure interac on Married father is the reference category Model 2 unadjusted (Table 3) Model 3 adjusted for age, educa on, and income adequacy ( Figure 1 Testing the gender by family structure interaction adjusting for age, education, income adequacy, and social support This greater array of domains of social support may better differentiate differences in types of social support received by lone fathers, compared with lone mothers. Conceptually, social support as a protective effect against disorder makes sense. As the social role of tending to a household is generally perceived to be a gendered one, and as single fatherhood is perceived to be a relatively novel role, there may be greater sympathies and expressions of support for men, compared with women, occupying this role. There are societal expectations for mothers to fi ll these roles, whereas expectations of fathers may be less, and others may express greater willingness to assist them.
As with any study, there are limitations that need to be considered when evaluating the results. First, these data are cross-sectional; therefore, we cannot determine whether single parenthood is a cause or consequence of psychiatric disorder. Available data examining single mothers 5 and marital transitions among husbands and wives more generally [25] [26] [27] suggests that both social selection and social causation partially explain higher rates of disorder. Indeed, the association is complex and needs to be considered over a long period of time. Related to this point, these data lack detailed information surrounding the context or circumstances of single parenthood. For example, we do not have data on the events or circumstances (pathways) leading to single parenthood. Nor do we have the timing of entry into that role. As such, we are unable to ascertain whether onset of disorder occurred before or after entry into the single parent role, nor can we ascertain whether events or circumstances leading to single parenthood may have been responsible for the onset of disorder. Further work, preferably with multiple-panel, longitudinal data, is required to disentangle the complex associations between marital transitions and mental health among parents, and whether the process is affected by gender. Third, as with most surveys, these data are based on self-report. However, the diagnoses were derived through the use of a validated algorithm using DSM-IV criteria to identify probable disorders.
Conclusion
To conclude, lone-parent status is a disadvantaged social status for both men and women, with both groups showing signifi cantly higher rates of psychiatric disorder, compared with their married counterparts. Future research is not only required to further explore this gender by family structure interaction but also should examine how age may infl uence this process and whether these differences are also observed in differential service use by gender. Age may infl uence this process as single parents in these data were younger, on average, than their married counterparts, and age is negatively associated with disorder. 23 As well, the higher prevalence of disorder identifi ed among lone fathers indicates that they should be higher users of mental health services than married fathers. Previous work has shown that lone mothers are higher users of mental health services than married mothers, a difference only partially explained by higher prevalence of disorder. 28 Traditionally, however, men are less likely to seek psychiatric care than women; therefore, it is unknown whether lone fathers are higher users of mental health services, compared with married fathers. As our data indicate that lone fathers have rates of disorder similar to lone mothers, this may be a population that requires closer attention from mental health providers.
Résumé : Prévalence des troubles psychiatriques chez les pères et les mères seuls : examen de l'intersection du sexe et de la structure familiale sur la santé mentale
Objectif : Bien que les mères soient à la tête de la plupart des ménages monoparentaux, le pourcentage des ménages monoparentaux menés par le père s'est accru ces dernières années. Cependant, la recherche actuelle en santé mentale sur les parents seuls porte presque exclusivement sur les mères seules. Dans cette analyse, nous subdivisons les effets distincts et combinés du sexe et de la structure familiale sur la santé mentale des pères et des mères. Résultats : Les pères et les mères seuls ont des taux plus élevés de troubles de l'humeur et de TUS que leurs homologues mariés. Si l'on compare les parents seuls, les mères avaient des taux plus élevés de troubles anxieux (10,7 %, comparé à 4,9 %) et de troubles anxieux ou de l'humeur (19,9 %, comparé à 11,1 %) que les pères, mais n'étaient pas signifi cativement différentes pour tous les troubles au total lorsque le TUS était inclus. Le soutien social modérait signifi cativement les effets pour l'état monoparental et le sexe. Le soutien social semble être davantage un facteur protecteur pour les pères seuls que les mères seules.
Méthodes
Conclusions :
Tout comme les mères seules, les pères seuls sont à plus grand risque de troubles psychiatriques que leurs homologues mariés, ce qui indique que cette structure familiale désavantagée a des conséquences négatives pour tous les parents .
